a blind large eye (buphthalmus).' By ordinary and radiographic (Mr. Roth) examination the right orbit appears larger than the left; the right part of the skullvault is bigger but thinner than the left. A bony mass projects on the right temple, just above the facial " dermatolysis." Above the occiput there is a vertical bony ridge with jagged prominences, and on the left of this ridge is a deep bony depression in the outer table of the skull. The pituitary fossa is long and boat-like, but without appearances of erosion. There are no signs of acromegaly. The patient's intelligence seems up to the average. His blood-serum gives negative Wassermann and Meinicke reactions.
According to the history the patient was quite normal at birth "like any other child." At 18 months he was dropped down some stairs. At 3 years he was becoming a "hunchback." At 4 years the right side of his face was noticed to be " falling " and dragging the right eye (which was increasing in size) with it. He has long been blind in the right eye, but up to the age of 12 years he could see well with it. There is no family history of any similar disease, and as there is no consanguinity between the patient's parents, the question of the case being a " first mutation" arises. In the combination of typical neurofibromatous features with bony changes the present patient, in a minor way, resembles the famous " elephant man " of Sir Frederick Treves.
A. Winkelbauer (Deutt. Zeitschr. f. Chir., 1927, ccv, pp. 230-257) discussed the cranial bone changes sometimes associated with neurofibromatosis, notably those accompanying elephantiasis-like conditions of one side of the face, as in the present patient. The chief changes that have been noted in the skull bones include: asymmetry between the two sides; thinning of bones and defective development; less often, thickening of bones. Not only the front parts, but likewise the posterior parts and the base of the skull, may be affected, as in the present patient; and enlargement of the pituitary fossa may be present quite independently of any change there may be in the pituitary gland itself (though acromegaly has been described accompanying neurofibromatosis).
Dr. CARNEGIE DICKSON said that with his colleagues, Dr. Worster-Drought and Dr. McMenemy, he was at present working up a case be]onging to this group of diseases. In contrast with Dr. Parkes Weber and Dr. Bode's interesting case, their particular example showed an extraordinarily wide and varied distribution of fibroblastomatous tumours; for example, not only were ,there bilateral acoustic neurofibromata, but there were also innumerable smaller tumours upon practically all the cranial nerves and spinal roots, together with multiple meningiomatosis, vascular and other masses in the cerebral cortex, neurofibromata, gliomata, and ependymomata in the spinal cord, as well as minute mnicroscopical tumours in the peripheral nerves, e.g. the sciatics, and also in the sympathetic ganglia, though not, as in some cases, in the gastro-intestina] tract, etc., or in the bones. In their case, only one subcutaneous tumour had been found, and this again was in marked contrast with Dr. Parkes Weber's case, and also with a case published in the current issue of the Br'iti8h Medical Journal. The condition, especially the meningiomatosis, had been described long previous to von Recklinghausen's account more especially of the subclutaneous tumours, not only in the famous Dublin case, but by Wishart, of Edinburgh, in the early part of last century. There were also even earlier, though less scientific, descriptions of the condition in the literature, e.g. that by Tilesius in the latter half of the eighteenth century. Miss L. C., aged 27. Swelling above left ankle began eight years ago, and swelling above right ankle two and a half years ago, with no apparent cause.
The only other symptom is aching in the legs and some increase in the swelling in hot weather, and after sitting in front of a hot fire.
Nothing of importance in the past history.
Physical examination showed nothing abnormal, apart from cedema of both legs below the knees, with definite pitting on pressure.
Urine: no albumin. Urea concentration test was normal when patient wag first seen a year ago.
Blood-count.-R.B.C. 5,420,000; W.B.C. 6,400; Hb. 104%. In February 1933, cedema began in left hand, but no other parts have been affected. The degree of cedema has remained practically stationary, in spite of a prolonged course of massage.
Family history.-One sister, aged 31, had swelling of one foot, which began about eight months ago, and another sister, aged 16, has slight cedema of the left leg.
Dr. PARKES WEBER said he agreed in the diagnosis of the Milroy type of cedema. He thought that a very rare feature of the case was the involvement of one hand as well as of both lower limbs. A woman, aged 64, has been an out-patient under my observation for the last ten years, and suffers from anxiety psychoneurosis and myxcedema. I noticed hypertension (170 or more) eight years ago. Some years ago pulsation of both carotid arteries was noticed, but later the pulsation of the right carotid became more marked. The patient has had eleven children. There has been obesity for many years. Her hair is falling out and she is partly bald. She complains of general weakDess. Wassermann reaction negative. X-ray examination shows very high diaphragm ; aorta reaches to clavicle. Heart enlarged to left ; sclerosis of aorta. Blood-pressure, taken recently, 235/135. The electro-cardiogram, for which I am obliged to Dr. John Parkinson, showed normal rhythm and slightly widened Q R S complex.
Left carotid artery, comparatively slightly pulsating. In the right supraclavicular region up to the upper half of the sternocleidomastoid muscle there was a pulsating mass resembling aneurysm, which has increased during the last year. This pulsation of the right carotid is worrying the patient. This is a case of myxcedema, sclerosis of the aorta, arteriosclerosis, cardiac hypertrophy with high blood-pressure; high diaphragm-with lifted aorta and its branches-and a right pulsating mass simulating aneurysm.
In other cases of mine with even higher blood-pressure there was no " kink" of the carotid artery nor was there such a kink in the case of another woman (demonstrated at this meeting) with blood-pressure of 260.
In the first case the aorta and innominate artery are pushed up, and as the upper end of the right carotid artery is more or less fixed, the lower part forms a "kink,"
and this "kinked carotid," when pulsating simulates aneurysm. The diagnosis is difficult. The degree of pulsation depends upon the position of the head. Such cases may be observed in men and women. No operation is indicated in this case.
Dr. J. F. HALLS DALLY said that this case did not conform to the pattern of bilateral and equal parotid pulsation, the dominant right-sided pulsation here being apparently conditioned by a pulsating mass (? aneurysmal dilatation), and by the right carotid being approximately a continuation of the axis of the ascending aorta, thus facilitating conduction of a more direct systolic shock.
There were two conditions, in the late stages of which bilateral and equal carotid pulsation in association with a high systolic pressure was of frequent occurrence; one was hyperthyroidism, and the other the arteriosclerotic form of aortic insufficiency. In both there was visible and palpable pulsatile dilatation of the carotids, a collapsing pulse and capillary
